Scottsdale Natural Medicine & Healing Clinic, LLC

8390 E. Via de Ventura  F-111

Scottsdale, AZ 85258

480-951-0111

	    New Patient Registration


Date: ___________________________

Patient Name: _____________________________

SSN: __________________

Age: ______________
Sex:
M 
F
Date of Birth: _________________

Phone: Home ______________________________

Work __________________

E-Mail address: _____________________________

Address: _______________________________________________________________

City: ______________________________
State: _________
Zip code: _________

Spouses name: ________________________________________

+++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++

Employer: ___________________________________
Phone: _________________

Employment status:
F – Full time
P – Part time
R – Retired
N – Not employed

Retirement date: ____________________________________

Spouses Employer: ___________________________
Phone: _________________

Employment status:
F – Full time
P – Part time
R – Retired
N – Not employed

Retirement date: ____________________________________

+++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++

Signature on file (medicare only):
Y
N

Primary Insurance carrier: _________________________________________________

Primary Insured name: ____________________________________________________

Policy #: _____________________________
Group #: _____________________

Relationship to insured:
Self/Spouse/Child/Other 

Signature on file (medicare only):
Y
N

Primary Insurance carrier: _________________________________________________

Primary Insured name: ____________________________________________________

Policy #: _____________________________
Group #: _____________________

Signature on file (medicare only):
Y
N

Secondary Insurance carrier:________________________________________________

Secondary Insured name:___________________________________________________

Policy #: _____________________________
Group #: _____________________

Whom should we notify in case of emergency:

Name: ________________________________

Phone: ______________________

Address: ____________________________________________________________________

I understand that I am financially responsible for payment of this account and/or charges not covered by my insurance.

Signature: ___________________________________________

